A dults generally gain weight as they age, with recent estimates approaching 1 pound per year.
environment, and only a handful have addressed childhood obesity through modifying the home environment. 9 The
Healthy Homes/Healthy Families intervention study was designed to test the feasibility of a low-intensity coaching inter ven tion to make the home environment more supportive of healthy eating and physical activity for adults living in a rural area. In addition to exploring operational aspects of feasibility, research questions included:
1. How will rural families respond to a coach-based intervention that focuses on their home environments (e.g., participation, satisfaction)?
2. Does a coaching approach lead to changes in the home environment that better support physical activity and healthy eating behaviors?
3. Does a coaching approach focused on the home environment increase physical activity and healthy eating behaviors?
Methods

Community Partnership
Healthy Homes/Healthy Families was a CBPR project con- The current project was the partnership's third collaborative study. Earlier work examined how rural home, work, and church environments affect tobacco use, healthy eating, and physical activity using both qualitative and quantitative methods. 19, 20 Those studies established the foundation for the intervention study reported herein. Because of the high prevalence of overweight and obesity (76.4%) and the observation that home environment variables were associated with healthy eating and physical activity in the earlier studies, the CAB decided to develop and test a home-based intervention targeting prevention of weight gain. The CAB also recommended that coaching be used as the core intervention strategy. A CAB work group was formed to collaboratively design the intervention study, including the intervention details and data collection instruments. Major study decisions were made at full CAB meetings held quarterly.
The study used a quasi-experimental design with data collection at baseline, and 2 and 4 months after baseline. The 6-week intervention was conducted with participants in two rural counties in Georgia (Cook and Randolph); participants from a third rural county (Mitchell) served as the comparison
group. An unbalanced design was used to have a sufficient number of participants experiencing the intervention because the primary purpose of the study was to obtain participant responses to the intervention strategies. The counties were selected at a CAB meeting based on similar demographic profiles (e.g., large African-American populations) and limited competing prevention activities or research. 
description of the Intervention
The intervention, based on social cognitive theory, goalsetting theory, and coaching models, consisted of coaching, family goal setting, and behavioral contracting for healthy actions to create a home environment that supports healthy eating and physical activity. [21] [22] [23] [24] Participants received two home visits and two coaching telephone calls over 6 weeks.
Using a "home environment profile" tailored on baseline data, locally hired residents trained as coaches by EPRC staff guided families in selecting "healthy actions" to make their homes more supportive of physical activity and healthy eating. Healthy actions were identified based on evidence linking environmental determinants to healthy eating or physical activity. The three coaches were college-educated women, two African American and one White. Two were in their 30s
and one in her 50s. Two had full-time jobs in the healthcare field, and two had prior research experience with the EPRC.
Training involved 10 hours of formal training with the EPRC research team, two practice homes per coach, and biweekly meetings with the local coordinator for the duration of intervention delivery.
Process Measures
Participant satisfaction was assessed at the two-month telephone follow-up using a 4-point scale with 4 indicating a high level of satisfaction. Additionally, at each session, coaches completed a process evaluation log that documented who was present, the healthy actions and strategies chosen, and barriers and facilitators discussed. Restaurant use. The number of days in the past week that a family meal was purchased from a restaurant was assessed using measures adapted from Fulkerson and colleagues. 26 Food preparation. Healthy meal preparation methods were assessed using 17 items (α = 0.82 at baseline). 27, 28 Participants were asked how often, in the past month, they served healthier food options or prepared foods using healthy cooking methods.
Family meals and TV. Three items from Spurrier et al.
were adapted to assess mealtime environment regarding TV watching (α = 0.89 at baseline). Surveillance System. 34 Participants were asked how often they drink fruit juices; how often they eat fruit, green salad, potatoes, and carrots; and how many servings of vegetables they usually eat. Fruit and vegetable intake per day was calculated.
Fat intake. Six items from the National Cancer Institute's Quick Food Scan (Fat Screener) were used to assess percent calories from fat. 35 Participants were asked how often they usually eat the following items: regular fat bacon or sausage; regular fat cheese or cheese spread; French fries, home fries, or hash brown potatoes; regular fat salad dressing; regular fat mayonnaise; and margarine, butter, or oil. For each participant, a percent of daily calories from fat was calculated.
Physical activity. Physical activity in the last 7 days was assessed using the International Physical Activity Questionnaire. 36 Each participant was asked to recall the number of days per week and/or time spent in moderate and vigorous activities, walking, and sitting. Total metabolic equivalent of task (MET)-minutes per week were calculated using the International Physical Activity Questionnaire scoring protocol. Note. BL, baseline; FU1, first follow-up; FU2, second follow-up; ∆Mean, change in mean; MET, metabolic equivalents; NA, not applicable; SD, unadjusted standard deviation. * p Values are for the intervention effect tested for by multilevel growth models. Means shown are for baseline and change in means from baseline to 2-month follow-up and 2-to-4-month follow-up. † Number of items available in past week. ‡ 1 = never/rarely; 2 = occasionally; 3 = often; 4 = very often. § Number of times per week. 
Changes in the home Food and Physical Activity environments
Nutrition. As shown in Table 4 , participants in the intervention group improved their home food environment in multiple areas relative to the comparison group. Of the six environmental features assessed, trends were generally in the expected direction, with significant differences between intervention and control groups in five of the six areas despite the relatively small sample size. With respect to the household food inventory, improvements in the fruits and vegetables (p = .03), unhealthy snacks (p < .01), and healthy drinks (p = .02) were significantly larger in the intervention group than in the comparison group after controlling for baseline gender, race, and education differences. For example, at the first follow-up, intervention households reported 2.9 more fruits and vegetables than at baseline, compared with 0.9 more in comparison households. Even with a decrease from first to second follow-up in the intervention group, the overall increase remained significant between the two groups.
In sync with the positive changes in household food inventories, participants in the intervention group reported a significant increase in purchasing frequency of fruits and vegetables (p < .01) relative to the comparison group. Although they also indicated that they purchased healthier versions of foods or purchased new healthy foods more often, the difference owing to the intervention was not significant. The frequency of purchasing family meals at restaurants decreased slightly at the first follow-up, but increased between first and second follow-up, and was not different from the comparison group. Intervention households reported preparing significantly more meals using healthier preparation methods (p < .01) and eating significantly fewer meals while watching TV (p < .01) relative to the comparison group. Additionally, the intervention resulted in higher levels of family social support for healthy eating (p = .01).
Physical Activity. Table 4 to follow-up 1, then by another 0.6 items from the first to the second follow-up. In contrast, the comparison group reported a small decrease (0.3 items) followed by an increase (0.6 items).
Although mean scores suggest slightly more time spent in physical activity as a family (from a mean of 1.2 at baseline to 1.4 at the second follow-up), the differences due to the intervention were not significant (p = .37). The family support for physical activity, however, increased significantly in the intervention group, whereas it stagnated in the comparison group (p = .04). When asked to indicate access to neighborhood facilities, participants identified on average fewer options after participating in the intervention, although this change was not significant (p = .57).
Changes in Behaviors and Weight
The intervention group reported an average increase in Ultimately, the dissemination potential of these types of interventions is critical for their ability to make an impact on population health. 40 Even when interventions are proven effective, they must be compatible with organizational missions and contexts to be adopted by sufficient numbers of organizations to make a difference. Therefore, it is important to design interventions that can be adopted by existing organizational structures in communities. A major advantage of using CBPR in the progression of studies described herein is that the intervention was designed to address a health issue of major local concern, local leaders were committed to and Ecologic models of obesity prevention highlight the need for multiple intervention strategies in multiple sectors of the community. 42 Intervention research that links the medical home with the actual home via a community-based intervention developed through community-engaged research is an important step in this direction.
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